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An evaluation attempted to demonstrate the
effectiveness of an assessment, treatment, and counseling program for
infants' and mothers. The program was baped on the importance of early
identification and treatment of children's behavior disorders. The
prject was begun in 19681 at a center for disturbed preschool
children. Intervention focused on the whole family, through a team
approach including child, mother, caseworker, and therapist.
Treatment included group discussions of family management and
behavior problems and intensive counseling with mothers on an
individual basis. Eighteen maher-child pairs were involved in the

i

program. The evaluation consisted of (1) exploration of mothers' H
feelings about the prOgram, and (2) an objective test and a clinical
observation of each child. The investigation was, of a descriptive
nature and findings could not be analyzed statistically.
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INTRODUCTION

The present pilot project was an attempt to demonstrate the

effectiveness of assessment, treatment, and counselling program

for infants and mothers. It rested on, the following assumptions:

1. Severe childhood disorders have a multiple causation in

which constitutional factors play a dominant and pre-

disposing role. A

2. Danger signals ,of such disorders can be observed from

birth on.8

3. Early diagnosis and treatment of symptoms help to

prevent the formation of secondary behaviour problems

resulting from parental feelings of guilt, inadequacy,

115 and unrealistic expectations for the child, ar.d may

Cif13 enhancelthe chances of therapeutic success, although

CI) these symptoms often persist through life.

*The authors would like to thank the staff at the West End Creche

for their help in the collection of the data and the parents and

children who kindly co-operated in the project.
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4. Mal-adaptive behaviour at a later age can have its roots

in early disturbance of mother -child relationship result-

/

ing from the child's initial state in interaction with his

environment.
20

The program developed out of a concern for the growing number of

children who are brought to mental health services at an age when

symptoms, of their'disturbances are already firmly rooted in their

personality, and for those parents who so frequently tend to re-

semble the model of "parental perplexity".
3

It was found that these
$

children require far longer and more costly treatment, yet show only

modest therapeutic success.
4

Several 'reasons can be postulated to explain a lack of emphasis

on infancy as a period for assessment and treatment: (1) most

clinicians only see children with full-blown problems, and thus may

not be acquainted with early symptoms (2) the recognition that

individual differences in temperament exist from birth on
13

but do
4

not necessarily leid to problems in later age; (3) parents may not

have sufficient information to.be able to evaluate their child's be-

haviour as atypical; (4) retrospective errors of mothers who, be-

cause of the emotionally laden content, are unable to give en accur-

ate account of onset and quality of their child'43 dlisturbance; and

(5) guilt feelings of parent's who, believing to be'fhe sole cause,

deny as long as they can the child's behaviour.

Despite the above difficulties there is growing evidence in the

literature in support of early intervention. For example, a follow--
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up study of one hundred and thirty nursery school children with low

adjustment ratings has shown that these children required the help

of mental health services during later years.
22

Elonen
7
found that

prognosis and therapeutic intervention is more successful the young-

er the child. Behaviour modification techniques are also more

effective the earlier they are carried out.
2

Clinical,evidence was obtained from Dr. Haka-Ikse
11

at the De-

velopmental Clinic at the Toronto Hospital for Sick Children.- She

notes that (1). symptoms of behaviour disorders can be recognized in

children at a very early age, and that (2) much more can be done for

children with problems if they are discovered and treated in the

first few months of life.

Our own clinical experience concurs with the findings of others

on the deep-reaching effect the child's disturbed and disturbing be-

haviour has on the total adjustment of his parents and other signif-

icant persons in his environment.
18

We have been impressed how ex-

planation of causation by the psychiatrist in conjunction with case-

work and treatment for the child changed a parent's total attitude.

Reduction of guilt mobilized a parent's ability to meet the child's

needs realistically, and to look back at his developmental history

in a less defensive and thus more accurate manner.

Perhaps another factor in favour of early assessment of both

parents and child is the prevention of a behaviour disorder caused

by the psychopathology of parents who select a certain child to be

the objpct for the discharge of their own conflicts, projecting on

the child "any characteristics the parents dislike in themselves
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or in each other."-

Although problem causes of early childhood disorders can be

states on a theoretical level and earliest assessment and inter-

vention can be defended in most cases, clinicians are still faced

with the dilemma of deciding which of the behaviour is within nor-

mal limits, (resulting from indivtdual differences13), which are

deviant forms of adaptation, which are transient and which per- .

sisting disorders. Failing the evidence of a neurological exam-

ination, diagnosis can manly be based on family history, the child's

earliest developmental' history, and on careful and often prolonged

observation by a multi - discipline team. In this connection it

should also be s'aid that it has been our experience that a mother's

intuitive feeling that her baby is "strange" should be taken ser-

iously enough to lad to an investigation.

With the above considerations in mind, the pilot project was

started during 1968 at the West End Creche - a treatment centre

for emotionally disturbed preschool children. 3n keeping with cur

philosophy, the primary focus was on the total family. Full pri-

ority was given to a team approach which included the child, his

mother, caseworker, and therapist. Sessions were divided between

practical demonstrations and discussions of management problems

with both the therapist and caseworker present, and intensive,

casework in individual sessions with the mother alone. Where it

was considered necessary, home visits were made. The initial

assessment was followed by a psychiatric iiterview with the parents,
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and the diagnosis was given to them. gach child was reconferenced.

every tihree months. The length of treatment depended on the sevci-

ity of the child's condition, an evaluation of the changes.which

occurred and which could resonably be attributed to therapy, and

the mother's continuing willingness to remain involved in the pro-

gram. In general, treatment varied from six to twenty-five months.

In keeping with the definition of a pilot project, it was

felt necessary to evaluate the effectiveness of such a program

through a follow7up assessment of the mother-child pairs. The aim

of this paper is to present our preliminary findings.

Subjects .

Eighteen mother-child pairs involved in the infant program at

the West End Creche.

Description of Children

At the time of the initial contact, eleven children lived with

theirigical parents and seven were in foster homes. At the

time of the follow-up, two of the foster children had been adopted,

and two others were retuihed to their biological parents.

Table 1 shows the age when atypical behaviour was first notic-

ed, and the age at which the child was first seen at the Creche, the

type.of behaviour which caused concern to the mother, and the I.Q.

of the child during the initial assessment. Although the average

age at whiCh mothers became concerned was at eight months, the
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average age when the children were seen by ue Was sixteen months.

For,some'this meant a period of twenty months during which behaviour

became, more and more established, and parents increasingly perplex-

ed.
3
A "wait and see" attitude seemed to be one of the tauses, an-

other, a lack of knowledge that psychiatric facilitteg for these

very young children are available.

Method

The present investigation was carried out on two levels:

(1) an exploration of the mother's feelings about the program, and

(2) an objective test and a clinical observation of, each child.

An optimum degreeof uniformity was attempfeihy using the'or-

iginal team, and by keeping the procedure constant. The selection

of, test materials depended onAhe age of'the child, and previous /

tests which had,been adminiafered elsewhere. The toys used in

play sessions were those found in most nursery or kindergarten set -

tinge.

The casework interview consisted of a standard set of thirty-

five fixed-alternative and open -ended questions, focusing on the

mother's feelings at the time of the diagnosis, her assessment of

the treatment process, etc. Initial information given by the

mother to the psychiatrist was compared With her account given

during the follow-up to measure her ability to recall; and the re-

liability of her reporting.

To provide a clearer overview, relevant data concerning each
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child is presented in Table 2.

Results

The following factors inherent in the nature of this project

prohibitstatistical treatment of the data: (1) no control group

was established; (2) some of ,the children had only recently ter-
,

minated treatment; thus, the predictive value of the predent

assessuent cannot be established with certainty; (3) variability

of age at the time of treatment; (4) the number of subjects; and

(5) variability of life experiences.

/141th the above reservations in mind, this investigation is,

of a descriptive hatur rah d. all findings must be 'regarded as

preliminary.

Attitudes of Mothers

The mos significant factor which had a bearing on a motherto
//

evaluation of the prOgra6 appeared to be the,nature of the,diag-

nosis, and the implied seriousnesa-sfi,theebildlo Condition. .Thus,

but one of the mothers of the childr autistic

.

had ious reservations about the effectiVe fA,004;treat-
1

ment.

In contrast, mothers 'whose childrerris behaviour was caused

either by environmental factors or by minimal brain dysfunction

were unanimous in their support for the program:andstropgly in-
.

dicated the need for similar programs throughout the city.JThey

appreciated the practical help given to them and the relief of
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,finding a place 'where they could talk and where their problems

were understood. They evaluated the project in terms of prevent-

A

ion of problems in school in later years, and most stated that they

saw their child In a different light.

All but one mother who suffered frOm peribdic bouts of severe

depression appreciated the diagnosis given to them in a straight-

-forward manner, although they remembered the initial "shattering'

effect it bad on the family. As can be expected,-.biological moth-
*:

ere were More seriously affected by.the knowledge of their child's

.

life-lOng condition, and required a longer period-to adjust. In

the long run, mothers reported that the truth helped t,eir to have

more realistic expectatisns df their child which resulted in less

frequent upset for the child and parents. A .measure of acceptance

of early diagnoSis followed by counselling, "andt tme4t for the

1

.

child, may be that in every case mothers followed the ecommend-

ations given by the psychiatrist not only during the time the child

Was in treatment but also following his discharge from the West End

Creche.

Finally, two interesting observation0 could be made. While

most mothers were able to recall the dispurbed behaviour of their

infant relatively accurately, we noticedia slight discrepancy in

their reports to the"psychiamist and in those given to the case-

1

worker. There appeared to have been a tendency in some to minim-'

ize present problems during thasychiatric interview, making the

child appear "normal". ,In contrast, the caseworker was told about
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the problems the child presented athome or at school. This type of.

denial may have been an unconscious reaction to the initial diagnosis,

an effort to disprOve its reliability.
7

Another finding resulted from examining the relationship of the

age,of the-child when the atypical b haviour was first noticed with

(1) the diagnostic Category, (2) the child's position in the family,

and (3) the sex of the child. None of these relationships appeared

important. "However, tewaa. fOund,that none of the mothers describ-',

ed the girls as manifesting' hypoactive behaviour. It could be that

hypoactive behaViour is much more acceptable as "normal" behaviour

for irls than for boys.

Chil ren

Table 2 desCribes the children at the time of the follow-up.

Eleven of the children are at present enrolled in nursery schools,

five of- these remained in the "Treatment Nursery Program at. the West

End Creche. Two children are in the public school system three

were referred to different tleatment_centres, and three are at

home.
4

A com7rison between the init4a1 diagnosis and the follow-up

diagnosis revealed that the only error was with regard to the pri-

mary or secondary causative factoi. Where an initial diagnosis

pointed to environmental factors associated with suspected minimal'

brain dysfunctioni persistence-and quality of symptoms indicated

the,latter to be the primary cause. Although two children were re-

ported by mothers to have made a good adjustment, the-probleths re-

I 4

I-
I

\.

_ I
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ported to the caseworker gave sufficient evidence,for a borderline

minimal brain dysfunction syndrome. One of the children whose sere

iously disturbed behaviour appeared to.have been reinforced by the

handling of an elderly and overly anxious foster mother was subse-

quently adopted, and made a normal adjustment in his new home.

i)eepite improvement in some of the autistic children, residual

symptoms were observed in all at the time of the follow-up, e.g.,

peculiar gait and voice quality, stereotyped movements, primitive

modes of exploration, irrational fears, and fantasies.

In conclusion, it appeared that diagnostic categories can be

reliable for children under the age of two.

An examination of the intelligence quotients provided some

support for Pollack's
15

findings that "when behaviour disorder is

associated with low intelligence there is a strong suspicion of

organic pathology..." This Seemed true for those infants who had

been "untestable". Where the environment seemed to have been the

primary factor, the I.Q. improved as the environment improved.

Children who tested initially at an above average level, remained .

at that level, and in two instances improved despite a diagnosis of

autism. This accords with Pollack's
16

thesis that "subsumed under

this diagnosis is a wide variety of different subgroups that have

little in common with one another." In general, it seemed that the

initial formal test if combined with clinical observation
8

is

sufficiently reliable-and has prediOtive and diagnostic, implications.

= This is not to say that in some cases a change in either direCtion

may not occur at a later stage.

is
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summary

As previously mentioned, there are a number bf children under the

age of two who-are-suspected of having actual or potential problems

but whose problems are'not diagnosed. Few assessment and treatment

programs for the very young child exist. 74 findings of the present

exploratory study suggest the importance of such programs.

The value of early diagnosis was expressed by the majority of

mothers despite its initial impact., It seemed that an informed

mother is better able to understand her own attitude toward the

child and can learn to cope with the problems of having a disturb-

ed child.

We found mothers of infants to be a more reliable source of

information concerning the child's earliest development than mothers

whose. children came into treatment at a later age. We attributed

that to the fact that feelings of guilt and inadequacy had less

time to activate defense mechanisms resulting An denial of early

symptoms.

Although the present number of subjects was small, we were

able to demonstrate the predictive power of early diagnostic signs

and support the findings that the strength of a trait or combine-

tion of traits is predictive of its persistence.
13

Where serious

behavioural dysfunctions were reported by parents, the diagnosis

given in infancy remained unchanged. Where environmenta: factors

were given as primary cause associated with brain dysfunction,

evidence of the remaining symptoms reversed the diagnosis. In

most cases the error was in favour of an organic brain syndrome.
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An important aspect of the infant program was the close asso-

ciation between our clinical staff, foster mothers, and Children's

Aid Societies. In consultation with our psychiatrist untimely

moves of children had been preveited, or, if needed, more suitable

specialized homes were found. Participatioh of foster mothers in

the treatment program made it possible to discuss the handling of

the child at an immediate and practical level and gave our staff a

better understanding of the many-sided problems of child place-

ment. The program structure at the West End Creche made it pose-

ible to integrate some of the children ) later in the preventive nur-
,

eery prOgram which provided continuation and stability for the child

and ongoing support for the foster family.

Working together with biological mothers of these infants

brought our team closer to the deep-reaching and potentially detri-

mental effect of a disturbed child on his family. It reinforced'

our conviction of the urgent need for early assessment. and there-

peutic intervention.

While our data cannot demonstrate conclusively the value of

early trestment,bur findings tended to suggest that infants who

manifeet'severe problms'are not a product of their environment

but of innately determined and persisting characteristics, who in

later agei despite treatment or a changed environment, retain their
i

original. symptoms albeit to a lesser or modified degree. This is

not meant to be a :indiitment of earlier preventive treatment but

a realistic appra sal of its long -term -e ectiveness.

In conclusion, may I be permitted for being-ai-tri e as to

I
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say that where there is smoke there is usually ,also fire, and that

it appears from our evaluation that it is possible to find the

A
source of the fire, and to minimize the damdge.

I

Implications

The preliminary findings of this pilot project bring to mind

the following implications:

1. A need for'the training of medical studenta in the field of

early childhood disorders with special emphasis on recognition of

diagnostic signp in children under the age of two. Such training

must be based on a thorough knowledge of normal growth and develop.

ment to enable the practitioner to differentiate indicators of a

persistent disorder from passing problems of adaptation. A period

of practicum in sn appropriate treatment center should be a requir-

ed part of any medical course.

2. A need for integrity and courage on the part of the pediatric-

ian or general practitioner to informha mother about her child's

atypical behaviour, and to encourage her to have the child assessed

at a mental health clinic without further delay.

3. Th need for accurate and detailed Tecords of the child's pre-
,

natal perinatal, and postnatal history-with special focus on in-

dividual differences which have been observed.

4. The debunking of the myth that a correct method of child rear-

ing can solve all and every problem and will, in the end, produce

the perfect child.
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5. The need for an adequate number of community-based diagnostic

and treatment facilities. Distance and a lengthy waiting list are

often powerful deterrents for anxious and reluctant parts to seek

help for their infant.

6. 'Willingness and open-mindedness on the part of the expert to

take seriously the conctrns of parents of these very young child-

ren.

7. And finally, the need for longitudinal .studies of children

diangosed and treated under the age of two.
I
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.Table 2

I.O. and Diagnosis of Children When First Seen

and Diagnosis at Follow-up

No. First Original Diagnosis
(

Follow-up Follow-up-

I.Q. I.Q. Diagnosis

1 Environment Above aver.* Environment

2 aver.* Environ.(delayed dev.) 112 M.B.D. (En-
vironment)

I

3 aver. Environment average M.B.D. (En-

/
vironment)

4 100 Childhood Schizophrenia Above aver. Child. Schiz.

5 92 Organicity (retarded) 116 M.B.D.

6 - Autistic features
\

(environment) . 94 ' Normal- adjust.

7 - Behaviour disorder
(autism) 85 M.B.D. (En-

vironment)

8 90 Minimal brain damage
(retarded) 100 M.B.D. (slow)

9 115 Environment 115 Normal adjust.

JO 75 Childhood Schizophrenia Above aver. Child. Schiz.

11 73 Childhood "\Schizophrenia 67 M.B.D.. Autistic

features

12 114 Childhood Schizophrenia 116 Child. Schiz.

13 106 Behaviour disorder (en-
vironment or organicity) 117 Environment

(M.B.D.)

14 112 Environ.(organicity) 123 Normal adjust.
(E)

15 80' Childhood Schizophrenia 80 Autism

16 105 Environment 89 Environ. (MBD)'

17 Childhood Schizophrenia 100 M.B.D. (autistic
---0--

i
r--:-- features)

18 - Childhood Schizophrenia Child. Schiz.
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